MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WEL FARE

_Z,ZLPrimlw ngi:luﬁan.billria No. _.!.Q © arg a

DO NOT WRITE
ON THIS STUB

AMENDED

V5 300
Rev. 4/59

Registration District No, ...

ar's

i

863-044069-

No.

6317

STATE FILE NUMBER

1 InE

Yl
T HFLE - T o%
» couny Jackson

2. USUAL RESIDENCE (Where ducessed llved. If institution: Residence before

* St ss

ourt b Cowr Jaeskaon

sdmission)

b. COI'Il"Y {if ouniida corporate limits, give TOWNSHIP only)

TowN Kansas City

. FULL NAME QF [If NOT in hospiral, give locarion)
HOSPITAL OR

INSVTUTION . s rah HOS D,

3. NAME OF DECEASED
(Typs or print}

Length of stay in 1b

6 Yra.

Inside Limits

Yer Jf No O

. CITY
OR
TOWN
d. STREET
ADDRE

Inside Limits
Yea fd Neo O

Reside on Farm

Yes [0 NoJE

Kansas Clty

{If cutside, give locatian)

“1258 W.67 Terr.
4, DATE Month Day

OF
veai  November 21,
!B_ DATE OF BIRTH | @ AGE [laa? binhday) |IF UNDER 1| YEAR

7/1;&95? 6 - Months | Days

11. BIRTHPLACE (City and starf or country) ZEN OF WHAT COUNTRY

Kansas CLiy pav: UeSehs

14. "NAME OF HUSBAND OR WIFE

23 §5%

DATE AMENDED

Middle

Prtlip Lazere

7. Married Nevar Mnrriadl
Widowed (] Diverced [

First

James
6. COLOR OR RACE

Male White

10a. USUAL OCCUPATION (Give kind of work done

duripg st of working life, even if refired)
nfant .
13s. FATHER'S NAME

Robert Gene lLazere
¥5. WAS DECEASED EVER IN U.S5. ARMED FORCES?
{Yes, no, Wauknown] (If yes, give war or dates of servig

Year

1963

IF UNDER 24 HR
Hours I Min.

5. SEX

10b. XIND OF BUSINESS OR INDUSTRY 12. ar

13b. MOTHER'S MAIDEN NAME

Lois Lefkowitz

16, SOCIAL SECURITY NO. | 17. INFORMANT

Robert Gene Lazere 1258 W.67 Terr.

INTERVAL BETWEEN
QNSET AND DEATH

18. CAUSE OF DEATH (Enter only one cause per line
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)
stating the wunder-

lying caue llst.] DUE TO (<]

PART 11. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not selsted 10 tha sesminel
diseass condition given in PART | (a}

20a. AC T SUICIDE HOMICIDE
‘87‘ 5 "0

Month, Day, Year

—
Z
(')
=
S
D
o]
a

Conditions, If any, DUE TO {b)
which gave risa to

above cavse [8).

INSTEAD OF

PART (Ll If decassed was femasls was
there a pregnancy In last 90 days.

IDYe;I O Ne I O Unknown

niury in PART oryﬂ'of item 18

19. WAS AUTOPSY SCRIBE HOW INJURY OCCURRED, [Egiyr pature of
.

20¢. TIMETOF
INJURY

Haur
#m,
pmf fom

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK []

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

h .
and |asr saw hie,;o

21. | attended the deceassed from

m on the date stated above, and to the best of my knowledfe Mrom the cavses stated.

{Degree or 2; 22b. ADDRESS
23c. NAME OF C TERY OR CREééﬂ;

A MA] b. g chlnty,
o= | 11/24/1963 | Rose Hill Cemetery | Kansas City,Missouri

f‘5S SIGNAT ﬂﬁg
4. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26, R;!SIRA S iG U .

Louls Memorial Chapel, X.C.,Mo. I[ L2 - 43

(Licenzad Embalmer’s Statement on Revarse Side)

Death cccurred &t

22¢. DATE SIGNED

USE BLACK INK
H., Owens

27a. SIGNATURE

SHOULD READ

TYPEWRITER RIBBON

ATION,

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.____

working vnder my personal supervision. C p& ng

Student Signed

Signature of Student Embalmer ' 7 )/¢
. + . Llicensed Embalmer No
/<C/ //LG)

Note: The above MUST BE SIGNED BY THE lICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above conslitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwnhng
" v - v |f this body-is not embalmed fact should: be so stated above. v

P. O, Address




